Simultaneous occurrence of intracerebral hemorrhage (ICH) in different arterial territories is an uncommon event. We report on two cases of multiple spontaneous simultaneous ICH for which we could find no specific cause. A 73-year-old man, with no related medical history, was admitted to the hospital with simultaneous bithalamic ICH, and subsequently died of recurrent pneumonia. Second patient was a 60-year-old man who presented with simultaneous ICH in the pons and thalamus; he died of recurrent bleeding. We review the possible pathological mechanisms, clinical and radiologic features of simultaneous multiple ICH.
INTRODUCTION
The reported incidence of spontaneous intracerebral hemorrhage (ICH) is 24.6 per 100,000 person-years, however, simultaneous multiple ICH are much more uncommon. 20) The primary causes of single ICH are hypertension, tumor, vasculopathy, and coagulopathy, however, the causes of simultaneous multiple ICH are not known. We describe two cases of simultaneous multiple ICH for which we could not assign a direct cause and provide a review of the literature.
CASE REPORTS

Case 1
A 73-year-old man with no previous history of hypertension, diabetes mellitus, or other medical illnesses was admitted to our hospital emergency room due to a sudden onset of decreased mental status. He had never smoked and had an unremarkable history of cerebrovascular accidents. Upon arrival, the patient's mental status was drowsy; his total score on the Glasgow coma scale was nine (eye opening 2, verbal response 3, motor response 4). Isocoric pupil with 2 mm/2 mm prompt light reflex and quadriparesis were noted. His right side motor grade was III, and his left side motor grade was IV.
Computed tomography (CT) showed hemorrhages in the bilateral thalami and an intraventricular hemorrhage in the bilateral lateral ventricles (Fig. 1 ).
According to the laboratory results, complete blood count (CBC), coagulation battery, and C-reactive protein (CRP) were all within normal range; however, the patient's erythrocyte sedimentation rate (ESR) was slightly elevated.
The patient was admitted to the intensive care unit (ICU) and received conservative treatment. On his seventh day in the hospital, follow-up magnetic reso- undergoing rehabilitation, the patient suffered from recurrent pneumonia. He died of pneumonia within one year of suffering the bithalamic hemorrhage.
Case 2
A 60-year-old-man with no hypertension, diabetes mellitus, or other relevant medical history was admitted to our hospital emergency room for weakness on the left side of his body. He was a social drinker and did not smoke. The patient's mental status was drowsy, and his Glasgow coma scale score was 14 (eye opening 4, verbal response 4, motor response 6).
Isocoric pupil with 2 mm/2 mm prompt light reflex A B was noted, and his left side motor grade was II.
CT showed an acute ICH in the right thalamus and the right ventral pons (Fig. 4) . According to the laboratory results, his CBC and coagulation battery were normal, however, he had hypokalemia, hyperlipidemia, and elevated levels of CRP, ESR, and D-dimer. He also had highly elevated liver enzymes, which had normalized at one-week follow up.
On the same day of his admission to the hospital, the patient showed sudden deterioration into a comatose state, and an increased amount of bleeding on the pons was identified ( Spontaneous single ICHs occur predominantly in a deep location of the brain, the most common of which is the putamen, followed by the thalamus, the cer- to experience microaneurysms in the putamen or thalamus, and a rupture in any of these aneurysms could lead to development of simultaneous ICH. 13) Neither case presented here had any of the specific causative factors; however, CT angiography showed vascular irregularities, multiple focal vessel stenosis, and calcified plaque. In our cases, no specific causative factors were found, therefore, we consider that these hemorrhages were spontaneous; however, in the second case, evaluation was insufficient to completely rule out underlying disease. 
